
October 2006, Vol 96, No. 10 | American Journal of Public Health Marshall et al. | Peer Reviewed | Research and Practice | 1829

 RESEARCH AND PRACTICE 

Marshall et al. | Peer Reviewed | Research and Practice | 1829

Objectives. We assessed the rates and correlates of seeking mental health services
among a probability sample of Cambodian refugees who needed such services.

Methods. Interviewers conducted face-to-face interviews with a representative
sample drawn from the largest US community of Cambodian refugees. The ana-
lytic sample included 339 persons who met past 12-month criteria for posttrau-
matic stress disorder, major depression disorder, or alcohol use disorder. Re-
spondents described contact with service providers for psychological problems
during the preceding 12 months. We examined bivariate and multivariate pre-
dictors of seeking services.

Results. Respondents reported high rates of contact with both medical care
providers (70%) and mental health care providers (46%). Seeking services from
both types of providers was associated with lack of English-speaking proficiency,
unemployment, 3 or fewer years of preimmigration education, and being retired
or disabled. Women, individuals with health insurance, and persons receiving
government assistance also were more likely to seek services.

Conclusions. Cambodian refugees with mental health problems had high rates
of seeking service for psychological problems during the preceding 12 months.
Research is needed to examine the effectiveness of services received by Cam-
bodian refugees. (Am J Public Health. 2006;96:1829–1835. doi:10.2105/AJPH.
2006.086736)
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high prevalence of PTSD and major depres-
sion, only 9% of 124 Cambodian refugees who
resided in Utah in 1991 reported receipt of
mental health treatment of any kind.11 Because
these data are 15 years old and were obtained
from a sample of individuals who lived in a rel-
atively small and isolated Cambodian refugee
community, additional research is needed.

Much attention has been paid to under-
standing the sociodemographic correlates of
unmet need for mental health services.13 For
example, Kessler found that women were
more likely than men to seek treatment for
mental health problems.14 Additional research
has suggested that younger adults are more
likely than older adults to seek assistance for
a mental health problem15,16 and that unin-
sured individuals are less likely than insured
individuals to seek care.17 Unmet mental
health need also is associated with a lack of
English-speaking proficiency18 and low educa-
tion levels.19 By contrast with the growing
literature on the correlates of unmet need
and mental health service use among the gen-
eral population, no research has studied the

Cambodian refugees have high rates of post-
traumatic stress disorder (PTSD) and major
depression disorder 2 decades after being
subjected to one of the most brutal and trau-
matic conflicts of the past century. A recent
household survey of the largest US commu-
nity of Cambodian refugees reported high
past 12-month prevalence rates: 62% for
PTSD and 51% for major depression.1 These
rates are much greater than those found
among the general population (PTSD=3.5%;
major depression=6.7%),2 which suggests a
substantial need among Cambodian refugees
for mental health services. Yet, little is known
about Cambodian refugees’ help-seeking be-
havior. Because depression is a key compo-
nent of overall disease burden,3 and because
PTSD is a notable contributor to disease bur-
den, especially in countries wracked by vio-
lence,4 understanding the help-seeking behav-
ior of refugees afflicted with these disorders is
a significant public health issue.

Numerous studies have reported that Asian
Americans in general tend to underuse mental
health services5–8 Although these observations
do not in themselves indicate an unmet need
for psychiatric services, such findings typically
support a hypothesis that Asian Americans
with mental health problems are less likely
than their non-Asian counterparts to contact
health service providers for assistance.9 More-
over, at least 1 investigation of data from the
Epidemiological Catchment Area Study sug-
gested that Asian Americans were less likely
than White Americans to talk with a physician
or mental health professional about mental
health problems, even after the investigators
adjusted for unmet need.10

Similarly, Cambodian refugees are often
viewed as underusing mental health services
despite considerable unmet need, although vir-
tually all data are from small samples or from
samples where representativeness is uncer-
tain.11,12 In perhaps the most rigorous examina-
tion of this issue, Blair found that, despite the

factors associated with service use among
Cambodian refugees.

Although empirical data are lacking, pat-
terns of seeking service among Cambodian
refugees may not follow those of other US-
born or immigrant Asian Americans because
of the unique history of the Cambodian refu-
gee community. The estimated population of
Cambodia was 7.1 million in 1975, when the
Khmer Rouge took power, and as many as
2 million Cambodians died during the 4-year
Khmer Rouge reign.20 Approximately 1 million
more were killed during the civil wars before
and after this period.21

Because of the high prevalence of mental
health problems,1 Cambodian refugees likely
have a considerably greater need for mental
health services compared with other US-born
or immigrant Asian Americans. Moreover, the
most recent census data show that Cambo-
dian refugees rely far more heavily on public
assistance compared with the general public
and most other Asian Americans.22 Finally,
unlike the general population and many other
Asian Americans, Cambodian refugees—by
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virtue of having been granted refugee status—
had more extensive contact with social ser-
vice agencies upon arrival in the United
States. Our goal was to identify the rates and
correlates of seeking mental health services
among a representative sample of Cambodian
refugees drawn from the largest community
of Cambodian refugees in the United States.

METHODS

Sample Design and Participants
We selected the sample from Cambodian

immigrants who resided in Long Beach,
California—home to the largest single concen-
tration of Cambodian refugees in the United
States—between 2003 and 2005. Our sam-
ple was drawn from a geographically contigu-
ous area composed of the 4 census tracts with
the largest proportion of Cambodians. We
conducted a 3-stage random sampling of indi-
viduals in households within census blocks.
During the first stage, we selected a simple
random sample of census blocks. A commu-
nity expert then classified all 5555 house-
holds on the selected blocks as either likely
(18%) or unlikely (82%) to be Cambodian
households on the basis of visual signs, such
as plants favored by the community growing
in the lawn or placed on the front porch (e.g.,
lemon grass, bamboo), footwear on the porch,
or Buddhist altars in the window.

The second stage consisted of a stratified
random sample of households (n=2059) in
which we oversampled households judged by
the community expert to be likely to have
Cambodian residents. Selected households
were then screened to determine whether
they had at least 1 eligible resident. Individu-
als were eligible if they were aged 35 to 75
years, had lived in Cambodia during some
portion of the Khmer Rouge regime (April
1975 to January 1979), and spoke Khmer
(official language of Cambodia). We success-
fully screened 2001 (97%) of the sampled
households; 586 households (29%) had 719
eligible Cambodians.

During the third stage, a single eligible in-
dividual was selected at random from each
household. Of selected individuals, 527
(90%) agreed to participate in the survey,
which resulted in an overall response rate of
87%; 37 individuals who migrated to the

United States as immigrants rather than refu-
gees were excluded from analyses, which re-
sulted in a sample of 490 individuals.

Our analytic sample was restricted to the
339 participants who met diagnostic criteria for
PTSD, major depression disorder, or alcohol
use disorder. Past 12-month diagnoses of PTSD
and major depression were assessed with the
Composite International Diagnostic Interview,
Version 2.1 (CIDI).23 The CIDI was designed
for lay administration and is keyed to Diagnostic
and Statistical Manual of Mental Disorders, Fourth
Edition (DSM-IV)24 criteria. Research has
shown the cross-cultural applicability of the
CIDI25–27 and its reliability and validity.27–30

We used the Alcohol Use Disorders Identi-
fication Test,31 which was developed as part
of an international World Health Organization
collaborative project, to screen for alcohol use
disorder. Perhaps the most widely used and
well-validated screener for alcohol use disor-
der,32 this instrument consists of 10 items;
responses to each question are scored from
0 to 4, and scores of 7 for women and 8 for
men reflect a probable alcohol use disorder.33

Interviewers
The interview team was composed of 5

bilingual lay interviewers, who were them-
selves Cambodian refugees and were re-
quired to read, write, and speak both Khmer
and English fluently. Interviewers received ex-
tensive training before conducting interviews,
and they were actively supervised throughout
data collection. Data were obtained via face-
to-face fully structured interviews that took
place in participants’ homes between October
2003 and February 2005; all interviews
were conducted in Khmer.

Procedures
All informed consent materials were read

verbatim, questions were answered, and writ-
ten informed consent was obtained. After the
interview, participants received a nominal fi-
nancial incentive.

In accordance with recommended proce-
dures,34 instruments were translated and
back-translated: 2 Cambodian translators
translated all English measures into Khmer,
and the Khmer version of the survey was
then back-translated into English by a third
Khmer translator to ensure equivalency and

to identify discrepancies between the 2 En-
glish versions. Discrepancies were reconciled
with the aid of the 3 original translators and
1 additional translator who had not been in-
volved in either of the initial translations.

Extensive development work preceded fi-
nalization of the instrument. We held focus
groups with community experts to identify
topics of potential interest and to obtain feed-
back on initial versions of the instruments.
Comments from expert advisors, including
providers of mental health services to this
community, were integrated into successive
versions of the interview in iterative fashion.
The instruments were then pretested in both
English and Khmer with multiple respondents
to identify areas of possible confusion.

Measures
Sociodemographic variables. The survey in-

strument assessed participants’ age, gender,
marital status, education, employment, health
insurance status, self-assessed English-speaking
proficiency (not at all, poor, fair, or good),
household income, and whether they were
currently receiving government assistance.
For analytic purposes, income was expressed
as a proportion of the federal poverty level.
For example, families with incomes at the
federal poverty level received a score of
100%; family incomes that were twice that
level receive a score of 200%.

Seeking services for mental health problems.
Participants were asked if they had visited “a
mental health professional such as a psycholo-
gist, counselor or social worker for emotional
and psychological problems in the past 12
months.” They also were asked if they had vis-
ited “a Western medical care provider such as a
family or primary care doctor for emotional and
psychological problems in the past 12 months.”

Premigration trauma exposure. To assess pre-
migration trauma exposure, respondents were
asked whether they had experienced each of
35 events before immigrating to the United
States. We drew items from a modified version
of the 17-item Cambodian Harvard Trauma
Questionnaire,35 and additional trauma items
were taken from the 46-item Bosnian version
of the Harvard Trauma Questionnaire.36 The
Harvard Trauma Questionnaire is the most
widely used measure of its kind and has been
translated into 35 languages.37
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TABLE 1—Demographic Characteristics of Study Participants (N=339, unweighted)

Weighted Percentage
Unweighted no. or Mean (SD)

Visited any Western medical care 230 70

provider in past 12 months

Visited any Western mental health 162 46

care provider in past 12 months

Mean age, y . . . 53.7 (10.9)

Mean year of immigration . . . 1983.4 (3.9)

Female 210 57

English-speaking 73 21

Marital status

Married/cohabitating 204 67

Widowed 101 25

Single/separated/divorced 34 9

Premigration education ≤ 3 y 192 54

High-school graduate or equivalent 47 16

Work status

Employed 58 17

Retired/disabled 190 57

Unemployed/not employed 91 25

Family income, % of federal poverty level

< 100 254 76

100–200 70 19

> 200 15 5

Receiving government assistance 279 83

Have health insurance 307 91

Posttraumatic stress disorder 301 88

Major depression disorder 260 76

Alcohol use disorder 14 5

Note. Analysis was weighted and adjusted for clustering caused by the sample design. The work status category “not
employed” contains participants who were not seeing work.

Postmigration trauma exposure. To assess
exposure to violence in the United States, we
used a modified version of the Survey of Ex-
posure to Community Violence.38 Numerous
studies have documented the reliability and
validity of this instrument.39–41 Respondents
indicated whether they had witnessed or di-
rectly experienced each of 11 events since
arriving in the United States. We summed
positively endorsed premigration and postmi-
gration trauma exposure items to create sepa-
rate exposure indexes.

Symptom severity. Three indexes of symp-
tom severity or functional impairment be-
cause of emotional problems were assessed:
separate indexes of PTSD and major depres-
sion symptom severity were created by sum-
ming across the dichotomous CIDI items that
assess PTSD and major depression, respec-
tively, and an additional index of functional
impairment associated with emotional prob-
lems was measured with the mental health
items from the 12-Item Short-Form Health
Survey (SF-12).42 The SF-12 is one of the
most widely used measures of health-related
functional impairment43 and has previously
been used with Southeast Asian refugee sam-
ples.44 The mental health SF-12 items were
scaled to fall in a 0–1 range, with higher
scores indicating more impairment, and were
then averaged to reflect overall functional
impairment because of emotional problems.
We used these indexes to adjust for possible
covariation of symptom severity or functional
impairment with help-seeking behavior.

Statistical Analysis
We used design weights in our analyses

and corrected for the design effects of both
weighting and clustering. Inverse-probability
design weights accounted for the underrepre-
sentation of eligible persons in residences
judged unlikely to house Cambodians and
for individuals from households with more
than 1 eligible resident. Nonparticipation
rates were low, and there was no statistically
significant (P<.05) evidence that refusal was
associated with variables assessed during our
prescreening (census tract, age, and gender).
Thus, nonresponse weights were not con-
structed. We performed statistical analyses
with SAS/STAT software, version 9.1 (SAS
Institute Inc, Cary, NC).

The rates of seeking service with physi-
cians and mental health specialists were
computed for the whole sample and within
subpopulations defined by several demo-
graphic and psychological factors. We tested
differences in the rates of seeking service
across these subpopulations with bivariate
logistic regressions. We also used multivari-
ate logistic regression to investigate rates of
seeking service across subpopulations. Vari-
ables were selected as covariates when they
were plausible causes of services use, specifi-
cally when they clearly preceded services
use (e.g., gender) or when they reflected
need for services (e.g., number of symp-
toms). The covariates included functional
impairment from emotional problems, num-
ber of depressive symptoms, number of
PTSD symptoms, extent of premigration

trauma exposure, postmigration trauma ex-
posure, age, gender, premigration education,
and year of immigration. We used recycled
predictions derived from these multivariate
logistic regressions to obtain covariate-
adjusted rates of seeking service.45 We used
the delta method to determine the confi-
dence intervals for these estimates.46

RESULTS

Sample characteristics are shown in Table 1.
All participants met criteria for at least 1 of the
3 psychiatric disorders: 88% met criteria for
PTSD, 76% met criteria for major depression,
and 5% met criteria for alcohol use disorder. Few
participants (21%) reported English-speaking
proficiency (good/fair vs poor/not at all), and
only 16% reported having a high-school degree.
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TABLE 2—Proportion of Participants Who Visited Any Western Medical Care Provider for
Psychological Problems During the Preceding 12 Months (N=230, Unweighted)

Weighted, Unadjusteda Weighted, Covariate Adjusteda,b

Percentage Wald χ2 Percentage t Test 
(95% CI) Statisticc P (95% CI) Statisticc P

Overall 70 (64,76) . . . . . . . . . . . . . . .

Age, y

55–74 78 (71,85) 9.78 .003 77 (71,83) 3.14 .003

35–54 62 (54,70) 63 (55,71)

Gender

Female 78 (73,84) 8.19 .006 79 (74,84) 4.08 <.001

Male 59 (47,71) 56 (44,67)

English language

Proficient 43 (29,56) 21.05 <.001 56 (39,72) –2.57 .013

Not proficient 77 (71,83) 74 (69,79)

Marital statusd

Married/cohabitating 66 (58,74) 4.78 .033 69 (63,75) –0.60 .550

Widowed 80 (72,88) 7.13 .010 69 (63,75) 0.37 .711

Single/separated/divorced 69 (51,87) 0.01 .916 72 (54,91) 0.26 .726

Premigration education

≤ 3 y 76 (69,82) 4.50 .038 75 (69,82) 2.48 .016

> 3 y 63 (54,73) 63 (56,71)

High-school graduate or equivalent

Yes 57 (38,76) 2.33 .133 70 (55,84) –0.04 .968

No 72 (66,79) 70 (64,76)

Work statusd

Employed 25 (10,39) 29.86 <.001 40 (23,57) –4.36 <.001

Retired/disabled 84 (79,90) 33.88 <.001 82 (75,88) 3.99 <.001

Unemployed/not employed 69 (57,80) 0.07 .786 68 (57,80) –0.33 .741

Family income,d % of federal poverty level

< 100 73 (66,80) 4.19 .045 72 (65,78) 1.22 .227

100–200 68 (57,79) 0.17 .682 64 (55,74) –1.16 .249

> 200 34 (4,63) 4.68 .035 67 (37,96) –0.28 .784

Receiving government assistance

Yes 77 (71,83) 22.02 <.001 75 (69,82) 4.29 <.001

No 33 (19,47) 45 (29,60)

Have health insurance

Yes 76 (70,82) 20.77 <.001 74 (69,79) 4.64 <.001

No 9 (0,20) 18 (1,36)

Note. CI = confidence interval. Analysis was weighted and adjusted for clustering caused by the sample design. The work
status category “not employed” contains participants who were not seeking work.
aAnalyses were weighted and adjusted for clustering caused by the sample design.
bPercentages were adjusted for the years of education completed overseas, age, gender, year of immigration to the United States,
functional impairment associated with emotional problems, number of depressive and posttraumatic stress disorder symptoms,
extent of trauma experienced before coming to the United States, and extent of trauma experienced in the United States.
cDegree of freedom = 1 for all tests.
dFor each category of this variable, the numerator degree of freedom for the Wald χ2 test was equal to 1 because the
comparison group was the union of all the other categories.

Most lived in poverty, received government as-
sistance, and had some form of health insurance.

Table 2 shows bivariate and covariate-
adjusted rates of contact with medical care
providers for mental health services. Nearly

70% of the sample reported having had
contact with a Western medical care pro-
vider for emotional or psychological prob-
lems during the past 12 months. On the
bivariate level, contact with a Western

medical care provider for mental health
help was more common among individuals
who were older, female, lacking English-
speaking proficiency, married, widowed, re-
tired or disabled, relatively poor, and receiv-
ing government assistance. Individuals who
had health insurance and little premigration
education also were more likely to seek
help. After we adjusted for several covari-
ates that might influence seeking service
(e.g., symptom severity, trauma severity), the
following remained associated with seeking
service: age, gender, English-speaking profi-
ciency, education, employment status, retire-
ment or disability, receiving government as-
sistance, and having health insurance.
Marital status and income were no longer
statistically significant.

Table 3 shows bivariate and covariate-
adjusted rates of contact with mental health
care providers. Approximately 46% of the
sample reported having had contact with a
mental health care provider for emotional
or psychological problems during the past
12 months. Similar to the predictors of
seeking service from Western medical care
providers, contact with mental health care
providers was more common among individ-
uals who had health insurance and who
were female, lacking English-speaking profi-
ciency, less educated, retired or disabled,
living in poverty, and receiving government
assistance. After we adjusted for several co-
variates that were hypothesized to influence
seeking service, the following remained
associated with seeking service: gender,
English-speaking proficiency, premigration
education, employment status, retirement
or disability, income, receiving government
assistance, and having health insurance.
High-school education was no longer statisti-
cally significant.

DISCUSSION

We conducted the first household survey
of the largest Cambodian refugee community
in the United States, and our study provides
key information about rates and correlates of
seeking service for mental health problems.
Our core findings about rates of seeking service
among Cambodian refugees with probable
diagnoses of PTSD, major depression, or
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TABLE 3—Proportion of Participants Who Visited Any Western Mental Health Care Provider
for Psychological Problems During the Preceding 12 Months (N=162, Unweighted)

Weighted, Unadjusteda Weighted, Covariate Adjusteda,b

Percentage Wald χ2 Percentage t Test 
(95% CI) Statisticc P (95% CI) Statisticc P

Overall 46 (40, 53) . . . . . . . . . . . . . . . . . .

Age, y

55–74 45 (34, 55) 0.18 .673 44 (33, 54) –0.91 .365

35–54 48 (39, 57) 49 (41, 58)

Gender

Female 56 (48, 64) 9.14 .004 56 (49, 64) 3.35 .001

Male 34 (23, 46) 33 (21, 43)

English language

Proficient 21 (11, 31) 21.19 <.001 29 (14, 43) –2.32 .024

Not proficient 53 (46, 61) 50 (42, 59)

Marital statusd

Married/cohabitating 44 (36, 51) 1.42 .238 46 (38, 53) –0.39 .702

Widowed 56 (43, 70) 3.65 .061 52 (38, 67) 0.97 .335

Single/separated/ divorced 39 (17, 62) 0.40 .532 40 (13, 66) –0.58 .565

Premigration education

≤ 3 y 54 (45, 62) 4.65 .035 54 (45, 62) 2.48 .016

> 3 y 38 (27, 49) 38 (29, 48)

High-school graduate or equivalent

Yes 27 (12, 43) 6.01 .017 39 (18, 59) –0.87 .391

No 50 (44, 57) 48 (40, 55)

Work statusd

Employed 8 (0,18) 30.28 <.001 13 (0, 30) –2.69 .009

Retired/disabled 58 (49, 67) 17.73 <.001 59 (49, 69) 4.44 <.001

Unemployed/not employed 47 (37, 58) 0.03 .867 41 (31, 51) –1.24 .220

Family income,d % of federal poverty level

< 100 51 (43, 59) 8.95 .004 49 (41, 58) 1.86 .068

100–200 40 (29, 52) 1.27 .264 40 (30, 51) –1.07 .289

> 200 4 (0, 12) 9.34 .003 11 (0,33) –2.10 .041

Receiving government assistance

Yes 53 (45, 60) 19.17 <.001 51 (43,58) 3.20 .002

No 16 (6, 27) 22 (9, 35)

Have health insurance

Yes 51 (44, 58) 20.13 <.001 49 (42, 56) 3.08 .003

No 2 (0, 7) 4 (0, 13)

Note. CI = confidence interval.
aAnalyses were weighted and adjusted for clustering caused by the sample design.
bPercentages were adjusted for the years of education completed overseas, age, gender, year of immigration to the United States,
functional impairment associated with emotional problems, number of depressive and posttraumatic stress disorder symptoms,
extent of trauma experienced before coming to the United States, and extent of trauma experienced in the United States.
cDegree of freedom = 1 for all tests.
dFor each category of this variable, the numerator degree of freedom for the Wald χ2 test was equal to 1 because the
comparison group was the union of all the other categories.

alcohol use disorder are counter to prevailing
views in 2 significant respects.

First, contrary to the often reported percep-
tion that Cambodian refugees rarely seek help

for mental health problems,47,48 we found
relatively high rates of past 12-month contact
with both medical care and mental health care
service providers 2 decades after their ordeal

in Cambodia. In fact, these rates exceeded
those of Wang et al., who studied a nationally
representative sample of individuals with doc-
umented need.16 They reported that rates of
seeking service among persons with any diag-
nosed psychiatric disorder were approximately
22% for mental health care and 36% for
medical providers. Thus, our data suggest that
the lack of seeking service in itself may not
be a sufficient or accurate explanation for the
mental health problems that characterize the
Cambodian refugee community.

Second, factors traditionally associated
with unmet need for mental health services
were actually positively correlated with seek-
ing service from both medical care and men-
tal health care providers. That is, persons
who were most economically and socially
vulnerable were more likely to have sought
assistance. In particular, lack of English-
speaking proficiency, little premigration edu-
cation, and being retired or disabled were
associated with a greater likelihood of hav-
ing had contact with a service provider dur-
ing the preceding 12 months. These results
held even after we adjusted for factors such
as extent of symptoms and level of func-
tional impairment.

To better understand these seemingly coun-
terintuitive findings, it is useful to consider
several factors that may reduce barriers to
seeking mental health services among Cambo-
dian refugees. Most obviously, Cambodian ref-
ugees have a far greater mental health burden
compared with other US-born and immigrant
Asian Americans. Cambodians’ need for men-
tal health services may simply overwhelm the
typical barriers to care that other populations
find. Moreover, unlike other US-born or immi-
grant Asian Americans, many Cambodian
refugees were immediately integrated into the
social services network upon arrival in the
United States. This involvement may have ac-
customed these refugees to contact with social
and health service providers, thus lowering
impediments to seeking service.

The recent experiences of Cambodian
refugees may have cultivated a view of
mental illness that is not incompatible with
seeking service. Although Asian cultures tend
to attribute mental illness to individual weak-
ness, moral transgressions, and genetic heri-
tability,49 Cambodian refugees were the
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survivors of genocidal atrocities that were
largely beyond their control. Thus, the locus
of responsibility for forms of mental illness as-
sociated with trauma might have shifted from
internal to external sources, thereby poten-
tially lessening the stigma of seeking services.
Proximity to large numbers of others who
were suffering similar fates also may have
served to reduce the sense of personal shame
associated with seeking service.

Moreover, most Cambodian refugees have
publicly funded health care coverage because
of poverty or disability, and insurance cover-
age removes a significant barrier to service
seeking.17 Finally, although our study did not
directly address this possibility, some respon-
dents may have sought regular contact with
mental health providers in order to maintain
disability benefits.

A potential key to resolving the apparent
paradox that certain characteristics often as-
sociated with unmet need for services were
actually associated with a greater likelihood
of seeking service may reside in the realiza-
tion that Cambodian refugees are a uniquely
disadvantaged group. Whereas the typical
study attempts to elucidate predictors of
seeking service among groups that are het-
erogeneous with respect to need and re-
sources, the majority of Cambodian refugees
have both poor mental health and minimal
economic resources. Factors that predict
seeking service among more homogeneous
samples may differ substantially from those
associated with seeking service among het-
erogeneous groups.

When interpreting these findings, certain
limitations should be considered. As is the
case with much psychiatric epidemiology, the
research design relied upon retrospective re-
call of symptoms and seeking service. Such
recall is vulnerable to memory biases.50

Moreover, because our sample resided in a
single Cambodian refugee community, it may
not have been representative of the broader
population of Cambodian refugees in the
United States. Nonetheless, the sample was
representative of the largest US community
of Cambodian refugees and was drawn from
a study that achieved a high response rate.
Both of the foregoing factors minimize short-
comings often found in research on refugee
and immigrant populations.

Limitations also may exist with respect to
the instruments we used. Some researchers
have expressed concern that the CIDI may
overestimate prevalence compared with other
lay-administered diagnostic tools.51 However,
available data indicate that the CIDI produces
prevalence estimates very similar to those de-
rived from clinician-administered diagnostic
assessments.52 Although evidence points to
the validity of the CIDI for use with Khmer-
speaking samples,1,25 there has been little in-
vestigation of the psychometric properties of
the CIDI within this population. Further in-
vestigation also is needed to establish the reli-
ability and validity of other study instruments
for use with Khmer-speaking Cambodians.

Finally, our study addressed whether Cam-
bodian refugees had sought help for mental
health problems during the preceding 12
months. We did not examine whether persons
actually received mental health services, and
we did not evaluate the nature, duration, and
scope of services received. Although the high
rates of service contact may constitute a
hopeful sign that Cambodian refugees are re-
ceiving needed treatment, this is not necessar-
ily the case. Indeed, some researchers have
noted that rather than seeking help from pro-
fessionals, most Cambodian refugees receive
mental health treatment from paraprofession-
als, who may not have the training to provide
the best possible care.53 Scarcity of Khmer-
speaking health care providers, and the subse-
quent need to rely heavily on interpreters,
also raise issues about treatment delivery.54

Cambodian refugees with psychiatric prob-
lems had exceptionally high rates of receiving
mental health services. These rates, coupled
with the high prevalence of mental health
problems within this community,1 raise ques-
tions about the adequacy of policies and prac-
tices directed at improving the mental health
and well-being of Cambodian refugees. Re-
search on treatment effectiveness is needed to
evaluate the services received by this trou-
bled community.
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